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Primary Nasal Septum Malignancy

Squamous Cell Carcinoma of Nasal Septum: Case Report

Abstract
Primary nasal septum tumours are extremely rarely seen among nasal cavity tumours and mostly originate 
from the end section of the caudal septum. Septum tumours are seen with complaints such as recurrent epi-
staxis, nasal obstruction, discharge, facial oedema or pain. In the examination of a patient who presented with 
complaints of breathing difficulties, there was seen to be a bleeding lesion of approximately 20 x 15 mm which 
was crusted over and raised from the mucosa, over the medial crus in the anterior and extending to the alar 
cartilage. Squamous cell carcinoma was reported as a result of the biopsy. The lesion was excised en bloc and 
the defect was reconstructed with a sublabial pedicled flap. Although local recurrence rates are high in nasal 
septum carcinomas, these are tumours which respond well to treatment if determined in the early stages. 
Treatment of nasal septum malignancies includes surgical treatment, radiotherapy or combined treatment. 
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Introduction
While 0.2%-0.8% of all malignant tumours are seen in the  nasal cavity 
and paranasal sinuses, 3% of head and neck tumours are in the nasal 
cavity and paranasal sinuses. Primary nasal septum malignancies con-
stitute 9% of sinonasal malignancies [1, 2]. 
Occupational exposure of leather workers, wood workers, those en-
gaged in nickel processing, textile workers and those producing petrol 
products or isopropyl alcohol manufacturers or the use of tobacco 
are epidemiological risk factors for nasal cavity and paranasal sinus 
malignant tumours. The association of these factors with nasal septal 
squamous cell cancers is not yet fully known [3,5,6]. 
The clinical table of septal malignancies is formed of non-specific 
symptoms such as recurrent epistaxis, nasal obstruction, discharge, 
facial oedema or pain. As the complaints are non-specific, diagnosis 
may be delayed. The most common examination findings are muco-
sal ulceration, mass lesion, polyp, nasal deformity and perforations. To 
determine local spread of the disease, MR imaging is necessary and 
for lymph node spread and distant metastasis, USG and computed to-
mography imaging. Diagnosis of septum tumours is made from tissue 
biopsy [1,2]. 
More than two-thirds of septum cancers originate from the anterior 
septum and mucocutaneous junction [4]. Benign tumours of the nasal 
septum are rarely seen and these can be listed as chondroma, os-
teoma and hemangioma. The most common nasal septum malignant 
tumour is squamous cell carcinoma, followed by melanoma. There are 
reports in literature of nasal septum malignancies such as adenos-
arcoma, chondrosarcoma, osteosarcoma, adenoid cystic carcinoma, 
Merkel cell carcinoma, mucosal melanoma, neuroendocrine carcinoma 
and malignant lymphoma [1,2]. 
In this paper we present the treatment approach and patient prognosis 
of an uncommon case diagnosed with squamous cell carcinoma in the 
nasal septum.

Case Report
A 76-year old female presented with the complaints of breathing dif-
ficulties. In the examination there was seen to be a bleeding lesion of 
approximately 20 x 15 mm which was crusted over and raised from 
the mucosa, over the medial crus in the anterior and extending to the 

alar cartilage. It was seen to originate from the nasal septum cau-
dal end and was showing protrusion towards the left nasal cavity. In 
the detailed ear, nose and throat examination, no other pathology was 
determined. The histological diagnosis of the biopsy which was taken 
was squamous cell carcinoma. No lymphadenopathy pathology was 
determined on the ultrasonography and magnetic resonance imaging 
of the neck.
Leaving an intact surgical border of 1cm, the lesion was excised en 
bloc, including 2/3 of the upper lip left side skin together with caudal 
septal cartilage and the medial crus of the left alar cartilage. Frozen 
samples taken from the surgical border were reported as tumour neg-
ative. For tip support, the remaining septal cartilage was taken forward 
by excision in a manner not to impair the upper support (Figure 1). Re-
construction was made with a sublabial pedicled flap. As there was no 
lymphadenopathy, neck dissection was not applied (Figure 2). 
In the pathology examination of the specimen, all the surgical bor-
ders were clean, no invasion of nasal septum cartilage was observed, 
there was no lymphovascular invasion and perineural invasion was 
observed. No postoperative radiotherapy was applied to the patient. 
After 3 months, interpolation flaps were applied by the plastic surgeon 
for reconstruction. At the 2, 4,6 and 12-month postoperative follow-up 
examinations, no pathology was determined. 

Discussion
Squamous cell carcinoma is the most frequently seen type of malig-
nant tumour of the nose. They can originate from the nasal vestibule, 
the lateral wall of the nose, the meatus and the septum. The lateral wall 
of the nose is the most common area and approximately 50% originate 
from the concha. Cancers rarely originate from the nasal septum, the 
choanal arch or the base of the nose [7].
Nasal septum malignancies constitute 9% of all sinonasal malignancies. 
As it is a rarely seen disease, there is limited information on this sub-
ject in literature and up to 2010, fewer than 400 cases of nasal septum 
malignancy had been reported [1]. There is no standardised classifica-
tion system because of the limited numbers of this rarely seen disease 
[3]. All sinonasal malignancies are staged according to the American 
Joint Committee on Cancer  (AJCC-2001) classification [5]. 
Nasal septum tumours are generally seen in males and in the 4th and 
5th decades of life. In the etiology of nasal cavity and paranasal sinus 
malignant tumours, tobacco consumption and occupational exposure 
have been reported to be responsible. Leather workers, wood workers, 
those engaged in nickel processing, textile workers and those pro-
ducing petrol products or isopropyl alcohol manufacturers are at risk 
[3,5,6]. 
The patient presented in this case report was a 76-year old female. 
There were no risk factors associated with occupational exposure 

Figure 1. Squamous cell carcinoma of nasal septum (A), Surgical  excision of the tumour 
(B,C), Specimen (D). Figure 2. Reconstruction defect with a sublabial pedicled flap
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such as employment in the leather, wood or textile industries, which 
are held responsible for the formation of paranasal sinus and nasal 
cavity cancers. The patient had no history of cigarette smoking. This 
demonstrates that septal squamous cell carcinoma may emerge at an 
advanced age without any of the above-mentioned risk factors. 
Symptoms are non-specific in the majority of these patients and di-
agnosis may be delayed as differentiation from other nasal symptoms 
cannot be made in the early period. The current case presented with 
the common non-specific complaint of nasal obstruction. 
Therefore, it is important that a biopsy is taken  from suspicious le-
sions. Palpable cervical lymphadenopathy is seen at a frequency vary-
ing from 10% to 44%. Nasal septum carcinoma are seen together with 
other malignant tumours in 20%-30% of cases [4]. 
Although local recurrence rates are high in nasal septum carcinomas, 
these are tumours which respond well to treatment if determined in 
the early stages. The most important prognostic factor is diagnosis 
in the early stage. Just as in the treatment of other head and neck 
tumours, surgical treatment, radiotherapy or combined treatment 
can be applied. With developments in endoscopic applications, excel-
lent results have been obtained cosmetically and in terms of tumour 
control in the early stage of the disease. Large anterior nasal septum 
malignancies extending to the anterior nasal bone are an indication 
for rhinectomy. Postoperative radiotherapy is applied to reduce the re-
currence rate in large lesions. After ensuring that the tumour has been 
completely cleared, nose reconstruction with surgery or prosthesis 
should be applied [1,8].
As a limited, early stage tumour was detected in the current patient, 
surgical excision was applied and reconstruction was made with a sub-
labial flap. As there was no lymphadenopathy in the neck, dissection of 
the neck was not applied and there was no requirement for  postop-
erative radiotherapy. 
Conclusion
In cases of septal lesions which emerge with non-specific complaints 
and do not improve despite treatment, squamous cell carcinoma 
should be kept in mind. It is important that an incisional biopsy is tak-
en from suspicious lesions in these types of patients. When diagnosis 
is made in the early stage, these are tumours which respond well to 
treatment. Close monitoring after treatment is of vital importance in 
the determination of early recurrence. 
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